**Core tip:** Duodenal obstruction is always caused by malignant pancreatic diseases, such as pancreatic head carcinoma. Here, we report a case of complete duodenal obstruction which was caused by groove pancreatitis, a benign pancreatic disease. This case reminds surgeons that some benign pancreatic diseases, such as groove pancreatitis, can also present with symptoms similar to those of pancreatic cancer, and this knowledge can help to avoid an unnecessary radical operation.

INTRODUCTION
============

Groove pancreatitis (GP) is a type of chronic pancreatitis occurring in an anatomic area between the duodenum, head of the pancreas, and common bile duct\[[@B1],[@B2]\]. The causes may be associated with smoking, long-term alcohol abuse, and gastric resection. Its low incidence and very similar presentation to pancreatic head adenocarcinoma make its diagnosis extremely challenging. The symptoms of GP are always nontypical, including upper abdominal pain, postprandial nausea, vomiting, and weight loss. Unfortunately, patients with pancreatic cancer can also present with these same nontypical symptoms\[[@B3],[@B4]\]. However, there are some characteristics that differ between GP and pancreatic carcinoma. GP primarily affects the pancreatic head in the groove area and rarely affects other organs, such as the duodenum\[[@B5]\]. In the present case, complete duodenal obstruction caused by GP was reported to be a rear but easy to be misdiagnosed symptom of extrapancreatic organs.

CASE PRESENTATION
=================

Chief complaints
----------------

A 39-year-old man presented with a 1-month history of upper abdominal discomfort.

History of present illness
--------------------------

The patient's symptoms were abdominal distension, postprandial nausea, and vomiting. The symptom aggravated gradually.

History of past illness
-----------------------

The patient had a history of drinking about 750g of wine every day for 10 years and denied a history of tobacco use, hypertension, diabetes, or prior surgery.

Personal and family history
---------------------------

The patient had no significant personal or family history.

Physical examination upon admission
-----------------------------------

Physical examination revealed no other remarkable findings with the exception of slightly elevated upper abdomen.

Laboratory examinations
-----------------------

Laboratory tests showed a white blood cell count of 7.54 × 10^9^/L, and C-reactive protein level of 2.41 mg/L; the alanine aminotransferase, aspartate aminotransferase, gamma-glutamyl transferase, amylase, and total bilirubin levels were normal. Blood tests also showed a cancer antigen 19-9 level \< 2 U/mL, cancer antigen 125 level of 8.4 U/mL, carcinoembryonic antigen level of 4.11 ng/mL, and cancer antigen 50 level of 0.5 U/mL.

Imaging examinations
--------------------

Contrast-enhanced computed tomography of the abdomen showed thickening of the intestinal wall with enhancement of the descending segment of the duodenum, which could not be clearly differentiated from the head of the pancreas (Figure [1A](#F1){ref-type="fig"}). It looks like an increased fat tissue concentration around the duodenum (Figure [1A](#F1){ref-type="fig"}). Both the common bile duct and pancreatic duct were dilated (Figure [1A](#F1){ref-type="fig"}). The radiologists provided an imaging diagnosis of a mass in the head of the pancreas. Upper gastrointestinal radiographs showed no contrast medium entering the descending duodenum (Figure [1B](#F1){ref-type="fig"}). Furthermore, gastrointestinal endoscopy showed a complete obstruction of the descending duodenum, and contrast medium accumulating at site of the obstruction (Figure [2A](#F2){ref-type="fig"}). Because no mucosal lesion was found by gastrointestinal endoscopy, no biopsy specimen was taken. The patient was presumptively diagnosed with a solid neoplasm located in the pancreatic head. Because the patient urged to have an operation as soon as possible to determine the property of lesion, no more image examination was performed.

![Contrast-enhanced computed tomography image and upper gastrointestinal radiograph. A: Contrast-enhanced computed tomography image of the lesion. Red arrow: Thickened and obstructed duodenum (the lesion looks like an increased fat tissue concentration around the duodenum); yellow arrow: Pancreaticoduodenal groove; blue arrow: Dilated pancreatic duct; B: Upper gastrointestinal radiograph showing that there was no contrast agent entering the descending duodenum.](WJCC-7-4106-g001){#F1}

![Duodenoscopy and histopathological examination. A: Duodenoscopic image showing complete obstruction of the descending duodenum (white arrow); B: Histopathological examination showing fibrous proliferation and chronic inflammation in the groove area. (Hematoxylin and eosin staining; magnification, 20×).](WJCC-7-4106-g002){#F2}

FINAL DIAGNOSIS
===============

The patient was finally diagnosed with GP.

TREATMENT
=========

An operation was performed followed by gastrointestinal decompression and intravenous nutrition because of the complete obstruction of the duodenum and poor general condition. Surgical exploration revealed obvious contracture and edema of the second part of the duodenal wall. After incising the duodenum, the bowel lumen was found to be exceedingly narrow, but the inner wall of the duodenum was smooth. Further exploration found a 3-cm mass located in the "groove part" of pancreas, specifically the mass was at the pancreatic head and oppressing the descending duodenum. No enlarged lymph nodes were found. Pancreaticoduodenectomy (PD) was performed to relieve the obstruction and thoroughly remove the pancreatic lesions. Pathologic examination of the specimens showed fibrous tissue hyperplasia in the head of the pancreas with acute and chronic inflammatory changes (Figure [2B](#F2){ref-type="fig"}).

OUTCOME AND FOLLOW-UP
=====================

The patient had an uneventful recovery with no complications.

DISCUSSION
==========

There are many causes of duodenal obstruction, including both intra- and extra-duodenal factors. As a malignant disease with a poor prognosis, pancreatic head carcinoma is the most common cause of complete obstruction of the duodenum. However, benign pancreatic diseases, including GP, rarely induce complete duodenal obstruction. GP is a type of chronic pancreatitis occurring in an anatomic area between the duodenum, head of the pancreas, and common bile duct. Because of its special location and the contracture induced by long-term chronic inflammation, the small mass lesions in patients with GP can lead to thickening of the wall of the duodenum and stenosis of the intestinal cavity. Notably, some cases of chronic pancreatitis can convert to pancreatic cancer in a short term, and small pancreatic cancer lesions can sometimes be found during the pathological examination. We herein report a case of complete duodenal obstruction caused by GP. In fact, a mass lesion in the pancreas with complete duodenal obstruction can be easily misdiagnosed as pancreatic cancer, as in our case. Some image examinations, such as multidetector computed tomography, magnetic resonance imaging, and ultrasound-guided fine needle aspiration, may provide more evidence for differential diagnosis between GP and pancreatic head carcinoma\[[@B6]-[@B10]\]. PD is a candidate surgical operation for GP while it is the only and standard surgical option for carcinomas of the pancreatic head\[[@B11]-[@B14]\]. Different from malignant diseases, groove resection of the pancreatic head is also considered a candidate surgical operation for patients with symptomatic GP that require a surgical intervention\[[@B15]\]. Complete duodenal obstruction was an important and specific symptom in our case. It also led to our performance of PD to thoroughly relieve the obstruction.

CONCLUSION
==========

Because of the special location and the contracture induced by long-term chronic inflammation, our case reminds surgeons that some benign pancreatic diseases, such as GP, can also present with symptoms similar to those of pancreatic cancer. This knowledge can help to avoid an unnecessary radical operation.
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